We describe a previously healthy, immunologically normal young girl who presented painless swelling of fingers, a toe, and one knee. Roentgenograms were consistent with osteomyelitis of the phalanges and knee effusion. Rice bodies (corpora oryzoidea) were identified in viscous fluid obtained from the knee during arthroscopy. Culture of this fluid grew an organism initially believed to be a member of the genus Nocardia but which was later presumptively identified as a member of the genus Rhodococcus. The patient was successfully treated with a combination of erythromycin and amoxicillin for a total of 6 months. Previously reported cases of this unusual infection and the microbiological features of the organism are reviewed. The significance of rice bodies found in joint fluid and the therapy of this infection are discussed.
The rhodochrous group consists of a collection of microoganisms which are taxonomically related to the genera Nocardia and Mycobacterium. Goodfellow and Alderson in 1977 proposed that this group of organisms be assigned to the genus Rhodococcus (6) . Infections with these microorganisms are extremely rare. Only nine cases are recorded in the literature (2, 12, (15) (16) (17) ; none were associated with septic arthritis or osteomyelitis, and only three occurred in children (4, 16, 17) . A The organism can be assigned to the rhodochrous group based on its colonial morphology, lack of acid-fastness, and chromatographic characteristics (R. E. Gordon, personal communication). The genus Rhodococcus has now been recognized (18) ; the organism likely belongs to this genus. The physiological properties of the organism (Table 2) do not permit species assignment. Gordon believes it is most like the strains of the species rhodochrous that she tentatively earlier assigned (9, 10) to the genus Mycobacterium. It differs, however, in four of its properties (non-acid production from d-sorbitol, nonutiization of citrate and malate, and resistance to rifampin) from a typical strain of Mycobacterium rhodochrous (9) and does not exactly match any of the recognized species of Rhodococcus (6) .
Discussion. The rhodochrous group of microorganisms consists of gram-positive, aerobic, sometimes slightly acid-fast coccobacilli. M. rhodochrous was originally named and described (10) demonstrated that cultures of mycobacteria and the rhodochrous group, with very few exceptions, produce dense colonies with smooth margins, dense colonies with a halo of filaments or filamentous colonies; no aerial hyphae are observed. Rhodochrous organisms may be differentiated from the rapidly growing mycobacteria by their only slight acid-fastness, ability to utilize sucrose as a sole carbon source, inability to use trimethylene diamine as a simultaneous nitrogen and carbon source, and absence of arylsulfatase activity at 2 weeks (19) . In addition, although the lipid LCN-A is often found in hydrolysates of whole cells of Rhodococcus, it has not been demonstrated in cultures of the mycobacteria (R. E.
Gordon, personal communication).
Chromatography is not as helpful in distinguishing members of the genus Rhodococcus from those of Nocardia, since both may contain meso-diaminopimelic acid, arabinose, galactose, and LCN-A. Colonial morphology, however, is more useful. In contrast to the rhodococci, cultures of nocardia usually form filamentous colonies without smooth margins and, with only some exceptions, aerial hyphae are seen (10, 14) . Members of Rhodococcus may also be distinguished from the clinically common Nocardia species by their ability to form acid from mannose, usual abiity to reduce nitrate, and ability to utilize sucrose as a sole carbon source (19) .
It would thus appear that, based on colonial morphology, lack of acid-fastness, and chromatographic data, the organism isolated from our patient belongs to the Rhodococcus genus. Unfortunately, its physiological properties do not permit species assignment, and thus it must be considered an atypical strain.
Rhodochrous group organisms have been recovered from a variety of sources, including plants, animals, and soil (8, 11) . They are usually nonvirulent saprophytes (19) , but have been isolated from humans. Alture-Weber et al. (2) report two cases of pneumonia with septicemia in which an organism of the rhodochrous group was recovered from both blood and lung tissue at autopsy. Skin lesions caused by rhodochrous group organisms were reported in a rider whose horse had similar lesions (15 (1, 13) . They represent an end product of synovial inflammation, proliferation, and subsequent degeneration.
The proper treatment of infections caused by Rhodococcus spp. is unknown. The child with meningoencephalitis reported by Simon (17) improved after treatment with tetracycline and streptomycin. The rhodochrous isolates from two other patients (2) were susceptible to penicillin, tetracycline, erythromycin, neomycin, streptomycin, kanamycin, and novobiocin. Two of three patients reported by Haburchak et al. (12) showed improvement after treatment with agents having little in vitro activity against the rhodochrous organisms; the third patient had no evidence of disease at autopsy. Minocycline appeared to be the most consistently active drug in vitro against these organisms. The patient with ventricular peritoneal shunt infection reported by Boughton and Atkin (4) responded to ampicillin, methicillin, and intraventricular cephalothin initially and then continued to improve on penicillin and intraventricular gentamicin. Believing initially that our patient had a nocardial infection, we treated her with erythromycin and amoxicillin. Bach et al. (3) and Finland et al. (5) have demonstrated that ampicillin and erythromycin act synergistically against most strains of Nocardia asteroides; the efficacy of this combination in treatment of infections caused by Rhodococcus spp. has not been established. There are few data in the literature from which recommendations can be formulated as to duration of therapy of Rhodococcus spp. infections; 6 months appeared to be adequate in our patient.
